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A recent study of the blood supply of the femoral head (Hulth, 1956) , using a new angiographic technique in which opaque fluid is injected directly into the osseous tissue of the head, has shown that synovial bridges containing blood vessels remain intact even when gross displacement of the fracture occurs. This is particularly true of the inferior retinacular vessels which are not so closely related to the under-surface of the neck of the femur. Although it is probable that a good deal of the vascular change occurs at the time of the accident, preservation of these precarious life-lines of the femoral head must depend to some extent on careful handling of the patient after the accident. Early immobilization and correction of the deformity will prevent kinking of the vessels, and gradual reduction of the fracture by traction is less likely to damage the blood supply of the head than the often vigorous traction and rotation manoeuvres which are sometimes necessary to secure an accurate reduction. Such a reduction is essential if internal fixation is to be successful.
The difficulties which are experienced from time to time in fully reducing these fractures by manipulation have in our experience been overcome by gradually reducing the fracture using a modified form of Russell traction-the traction being applied by means of a Steinmann pin through the upper end of the tibia. An upward pull from the outer side of the pin will gradually correct the external rotation deformity. Internal fixation of the fracture is postponed until full reduction has been obtained with the additional advantage that the operation can be performed at a convenient time. It is in many cases possible, by increasing the traction, to slightly over-correct the deformity, allowing the femoral head to tilt over into a coxa valga position, until the fracture resembles an abduction type. If in this position the fracture is then immobilized with a Smith-Petersen pin, or a type of blade plate, inserted well below the great trochanter in a fairly vertical direction as far as the sub-chondral region of the head, we have established the optimum mechanical position for union to take place. Immobilization of the fracture in any degree of coxa vara imposes an almost insuperable strain at the fracture site, with inevitable delay in union.
Sub-capital fractures and fractures with more or less vertical fracture line in which the blood supply is very likely to be severely damaged must be kept especially stable. Immobilization must be such that stability is maintained even after creeping substitution of any necrotic bone has begun. In the belief that in such cases complete immobilization can best be achieved by transfixing the head, we have, in a small number of cases, driven the nail through the head about i in. into the acetabulum (King, 1939) . Provided the weight-bearing portion of the acetabulum is avoided and the pin is not driven through the upper part of the femoral head, where it is likely to devitalize the outer third of the head, penetration of the head causes surprisingly little disability and the pin can be left in position for many months until radiological evidence of bony union is present.
In short, it is suggested that in the younger age group where the operation is not being performed as a life-saving measure or merely to ease nursing difficulties the transcervical fracture should be handled carefully, should be reduced gradually until it is slightly over-corrected, and if possible immobilized with a Smith-Petersen pin inserted in a fairly vertical direction; and that there is a place for complete transfixion of the head in the high fracture with a small fracture angle.
Causes offailure.-Provided the fracture unites, many of these patients will be able to contend with a localized area of necrosis of the head. It is pseudarthrosis which is responsible for most disability following this fracture.
The recognition of the early signs of failure and the beginning of non-union implies a careful follow-up, with X-rays repeated at intervals of a few weeks.
(a) Primary instability.-These are cases in which the pin breaks loose within the first few weeks and these failures are usually due to technical errors and are much less frequent in experienced hands. When, as sometimes happens, the failure is due to inability to reduce the fracture, then I believe the treatment likely to give the highest percentage of reasonably good results is a displacement osteotomy of the McMurray type.
(b) Secondary instability.-Here the pin slowly ploughs its way through a more or less avascular head many months after the original operation. Osteotomy in these cases will provide reasonable stability but if the head is avascular union of the fracture cannot be expected. In such cases complete replacement of the dead head by a prosthesis will probably give a higher percentage of good results. If a reasonable amount of femoral neck is present, if the prosthesis is inserted in an almost vertical direction, if the patient is fairly light and is not expected to lead a very active life, a prosthesis of the Judet type can be expected to succeed. If, on the other hand, we are faced with complete non-union and little of the femoral neck is preserved, then a larger type of metallic prosthesis is indicated.
(c) Late osteo-arthritic changes.-Many of these patients do develop localized areas of necrosis of the hip with marked osteo-arthritic changes. These do not necessarily progress, nor cause much disability. In other cases, particularly those associated with an increasing coxa vara, the symptoms become progressively worse. In this particular age group the choice must lie between some type of arthroplasty and osteotomy. In my opinion a displacement osteotomy using internal fixation is likely to give the better long-term results. Mr. R. C. F. Catterali showed a film on "Chemopallidectomy" by kind permission of its originator, Dr. Irving S. Cooper of New York. The procedure was used in the treatment of Parkinsonism, athetosis and other conditions where it was believed that the essential lesion lay in the globus pallidus region. After some success with the very difficult operation of ligation of the anterior choroidal artery, Dr. Cooper's present method was to pass a brain cannula into the globus pallidus and, after a preliminary test injection of local anmsthetic, to inject alcohol.
The results illustrated were dramatic in the extreme and appeared to be permanent. Tremor disappeared completely in the contralateral limbs and the power of co-ordination returned. Good results were obtained by Dr. Cooper in about 70 % of cases. Mr.
Catterall and subsequent speakers stressed that other neuro-surgeons had not yet produced comparable results, the difficulty apparently lying in the exact localization of the globus pallidus.
The Relief of Pain in Paget's Disease (Osteitis Deformans) [Abridged]
By RoY H. MAUDSLEY, F.R.C.S. PAIN has been a common feature of osteitis deformans since first described by Sir James Paget in 1877. He wrote ". . . in earlier periods, and sometimes through all its course, the disease is attended with pains in the affected bones, pains widely various in severity and variously described as rheumatic, gouty or neuralgic,not especially nocturnal or periodical...". In eighty years little has been added to this description.
Many patients with Paget's disease also have osteoarthritis in the lumbar spine and hips, and some of their pain is attributable to this. It is the constant boring pain which bears so little relationship to other forms of limb pain that I wish to consider. The disappointment with treatment is reflected in the numerous methods tried and largely abandoned. The success attending the relief of unusual pain in the limb in causalgia and Sudeck's atrophy, by blocking of the autonomic nervous pathways, suggested a trial of this for Paget's disease. The technique adopted was that of epidural anxsthesia.
Epidural anwsthesia.-The susceptibility of nerve fibres to anmsthetic solutions varies according to their calibre and medullation. Thus a fairly selective anlesthesia can be obtained if a weak solution is used. This is capable of affecting autonomic and some afferent pain fibres, which are of small calibre and either non-medullated or only thinly medullated, but will not affect the thicker afferent and efferent somatic fibres.
Though it is not known how or where the pain in Paget's disease originates, nor which fibres are responsible for its transmission, epidural anrsthesia affords a ready access to the smaller somatic afferent fibres known to convey some pain impulses, and to the autonomic fibres, also a possible pain pathway.
The spread of anesthetic fluid within the epidural space is believed to be wide, as shown by radiographs after the epidural injection of Myodil. This may well be an asset in making exact localization less important. The epidural space lies between the walls of the spinal canal and the dura mater, and is continuous laterally with the intervertebral foramina. This space is traversed by the spinal nerves, covered by a sheath of dura mater.
Technique.-The patient lies in the lateral position with the painful limb uppermost. The interspace between the 1st and 2nd lumbar spinous processes is used. Under local anmsthesia
